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outward displacement of the anulus into the right ventri-
cle. Direct closure of the defect combined with plication
of the sinus, as described in our article (J Thorac Cardio-
vasc Surg 1997;113:253-61), corrects these abnormalities.
In contrast, insertion of patches will add to the redundant
tissue and does not restore the position of the aortic
anulus and cusp to treat or prevent subsequent aortic
regurgitation. With regard to the choice of a transaortic or
transpulmonary approach, we believe that the transaortic
approach offers many advantages, which include the ca-
pacity to plicate the thin part of the dilated sinus and
accurately attach the crest of the ventricular septum and
anulus to the edge of the normal aortic media, below the
coronary orifice. In addition, the aortic valve can be
assessed and any additional procedures to restore compe-
tence can be considered. In this regard, we agree fully with
Hisatomi and colleagues that earlier operation obviates
the need for aortic valvuloplasty and that maneuvers
designed to avoid direct operations on the cusp are
preferable. With the widespread use of echocardiography
and the distinct and easily detectable echocardiographic
features of the syndrome, it should be possible to diagnose
and correct the defect before the development of second-
ary changes in the cusps.
Professor Sir Magdi H. Yacoub
Cardiothoracic Surgeon
Imperial College School of Medicine
National Heart & Lung Institute
Dovehouse St.
London SW3 6LY, United Kingdom
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Thoracic duct ligation for chylopericardium
To the Editor:
In the August 1997 issue of the Journal (1997;114:299),
Yu¨ksel and associates stated “no such approach [thora-
cotomy for ligation of the thoracic duct] to isolated
primary chylopericardium has been described in the liter-
ature.” My colleagues and I1 described such an approach
in 1990 in a case report published in the Journal of
Pediatric Surgery. A child with primary chylopericardium
had initial left thoracotomy and pericardial window, fol-
lowed by a no-fat diet. This was unsuccessful (recurrent
chylopericardium). Two weeks later he had a right thora-
cotomy with ligation of the thoracic duct. This was suc-
cessful, and on long-term follow-up he has had no recur-
rence of the chylopericardium.
Carl L. Backer, MD
Division of Cardiothoracic Surgery
Children’s Memorial Hospital
2300 Children’s Plaza
Box 22
Chicago, IL 60614-3318
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Reply to the Editor:
In the article by Musemeche and associates,1 they
reported the case of a 12-year-old boy with primary
chylopericardium who was unresponsive to initial treat-
ment with left thoracotomy and pericardial window fol-
lowed by a no-fat diet. Two weeks later, because of
recurrence of the chylopericardium, they performed a
right thoracotomy with ligation of the thoracic duct.
In our letter to the Editor,2 we discussed a patient with
a chylopericardium who was treated by thoracoscopic
thoracic duct ligation and pericardial fenestration. We
think that Dr. Backer misunderstands what we meant. The
sentence “no such approach to isolated chylopericardium
has been described in the literature” did not mean that
thoracotomy for ligation of the thoracic duct had not been
described for the treatment of primary chylopericardium.
What we would like to state is that there is no universally
accepted method of managing primary chylopericardium,
whereas there is an accepted algorithm for the therapy of
chylothorax3 (chest tube insertion, a medium-chain tri-
glyceride diet for 2 weeks, and then surgery). On the other
hand, we agree with Dr. Backer that early thoracic duct
ligation combined with partial pericardiectomy is the
treatment of choice for primary chylopericardium.
Mustafa Yu¨ksel, MD
Bedrettin Yildizeli, MD
Department of Thoracic Surgery
Mamara Univeristy Hospital
PK 97 Acibadem
Istanbul, Turkey
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Aortopulmonary paraganglioma: An overview after
five years
To the Editor:
In December 1993, we published a case report in this
Journal1 concerning a paraganglioma in the aortic arch of
a 64-year-old woman. The operation was performed on
June 21, 1991. In this report we specifically emphasized
the importance of conventional angiography over aortog-
raphy by digital substraction for making an early diagno-
sis.
Later, in a letter to the Editor, Lacquet2 suggested a list
of recommendations and comments we should follow in
diagnosis of possible new locations of paraganglioma or
Carney’s triad.3
Our patient has been seen annually in our center and
has had no symptoms indicative of any complications. In
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